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background: Platypnea-orthodeoxia syndrome (POS) is a rare clinical condition characterized by dyspnea and arterial oxygen desaturation in 
upright position and relieved when supine. Patent foramen ovale (PFO) present in 25% normal population can remain clinically silent for decades 
but may manifest itself as POS by development of right to left atrial shunt when normal right and left atrial pressures are altered. Cardiac POS due to 
PFO can effectively be treated by percutaneous closure of PFO.
case:  A 56 year old hypertensive male presented with worsening dyspnea 4 weeks after being diagnosed with pulmonary embolism on computed 
tomography angiography (CTA). He was on therapeutic warfarin. Physical exam revealed room air peripheral blood oxygen saturation (Spo2) of 89% 
in supine and 70% in upright position. Heart and lung exam was normal. Clinical diagnosis of POS was made.
Decision making: CTA was negative for new pulmonary embolism. Echocardiography with saline contrast injection showed right to left atrial shunt 
through a defect in the atrial septum. We suspected his recent PE may have affected right-left pressure equilibrium of the heart causing right to left 
atrial shunt through a PFO. We proceeded with right heart catheterization and intra-cardiac echocardiography (ICE) which confirmed a PFO with atrial 
septal aneurysm. Mean right atrial, left atrial and pulmonary capillary wedge pressures were all 7 mm of Hg. Pulmonary artery pressures were 24/10 
with a mean of 15 mm of Hg. Ratio of pulmonary to systemic blood flow (Qp:Qs) was 0.7. “Oxygen step down” was noted between pulmonary veins 
and left atrium (oxygen saturation in pulmonary vein, left atrium and left ventricle were 97%, 97% and 85% respectively) consistent with right to left 
shunt at atrial level. PFO closure with 30 mm Gore Helex septal occluder was performed. ICE showed minimal residual shunt and immediate clinical 
improvement was noted with increase in Spo2 from 85% to 93%.
conclusion: This case demonstrates the importance of looking for positional hypoxia in the presence of unexplained dyspnea. Simple bedside 
pulse oximetry can establish the diagnosis of POS which can effectively be treated if PFO with right to left atrial shunt is confirmed.
